1 Objective: Skills to address different health literacy problems are lacking among health professionals. 2 We sought to develop and pilot test a comprehensive health literacy communication training for 3 various health professionals in Ireland, Italy and the Netherlands.
• Professional education Forty-seven percent of people surveyed in eight European countries [1] reported lower health literacy, 20 referring to problems with accessing, understanding, appraising and applying health information [2] . 21
Low health literacy is consistently associated with poor health outcomes [3] . Health professionals can 22 underestimate health literacy [4, 5] , or lack recommended communication skills [6,7], increasing 23 misunderstanding among patients [8] . 24 Two reviews [9,10], with studies predominantly from the US and Canada, reported that training 25 increased professionals' communication skills to address health literacy. Nutbeam distinguishes three 26 health literacy domains [11] : "functional" (basic reading and writing skills), "interactive" 27 (communication and applying health information) and "critical health literacy" (information analysis 28 health literacy, from the IROHLA literature survey [23] . Second, we searched professional health 48 literacy training-pro-grams. The databases PubMed, CINAHL, and Psych Info were searched from 49 January 2003 to December 2015. We combined "health literacy" with "education", "training", 50 "professional", "health care provider" and "students". Researchers We used convenience sampling to involve various health professionals (e.g. medical, nursing, 63 physiotherapy). Professionals cared for older adults with chronic or complex health problems in 64 different settings, being hospitals, medical rehabilitation, and primary care (Appendix A). Health 65 settings had no health literacy policy but paid, to a lesser or greater extent, attention to involvement 66 of patients and patient-centred care. 67
We conducted three FGDs in stage 1 with in total seventeen professionals (Ireland N = 6; Italy N = 6, 68
Netherlands N = 5). In stage 69 2 we conducted three FGDs with thirteen other professionals (Ireland N = 3; Italy N = 5; Netherlands 70 N= 5). We followed guide-lines for ethical review in each country. Professionals provided written 71 informed consent. 72
Data collection 73
FGDs lasted 1-2 h and were audio-recorded. Detailed topic-guides probed discussions (Appendix B). 74
Professionals reviewed the prototype-program in stage 1, and provided feedback in stage 2, 75 immediately after the pilot-training. To decrease probability of a positive bias, we asked professionals 76 for comments to increase the quality of the training and probed them on improvements. Discussions 77 were transcribed verbatim in country-specific languages. 78
Data analysis 79
In five steps, we standardised analysis of FGDs across countries using qualitative content analysis 80 
Pilot training 113
We pilot-tested the training in three countries among thirteen health professionals. The training-114 program ( language. Immediately after the last workshop professionals joined the FGDs and completed the post-116 questionnaire. 117
Positive feedback on pilot-training 118
In stage 2, professionals in three FGDs valued training-components and experiential techniques (Table  119 2). They perceived patient-centred components helped them to address health literacy. Training 120 resulted in more understanding of low health literacy, awareness of their jargon, improved self-efficacy 121 and some adaptations in patient-interaction. Especially, experiential techniques helped professionals 122 to relate health literacy to their practice and train oral and written communication skills. Peer 123 supervision was perceived as too intangible to reflect on low health literacy issues encountered in 124 patient interaction. Some profes-sionals preferred roleplaying their own patient-scenarios. Profes-125 sionals explicitly mentioned increased motivation and intention to apply health literacy 126 communication. 127
Pre-post questionnaire 128
Thirteen professionals completed the pre-post questionnaire, reporting improved self-rated health 129 literacy communication skills. Table 3 shows domain-scores. Item-scores are provided in Appendix C. 130 values are based on the Wilcoxson signed rank test. Scale domain a: 1) very poor to 5) excellent. Scale 133 domain b-e: 1) never to 5) always. 134
Final training 135
The final training maintained the five training-components. Based on professionals' feedback we 136 enhanced experiential techniques in workshops 2-4 by briefly presenting each skill alternated with 137 roleplay (Table 4) . 138 
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